Two pathogenetical pathways can be differenti¬ ated in hyperprolactinaemia (Saeger 1975 (Saeger , 1981 (Saeger 1981 (Sternberger 1979 (Fig. 2) .
Our study demonstrates that the adenomas (Table 6 ). In the prolactinomas the rate of supra¬ sellar growth increased with the age of patients (Table 5 ).
The rates of clinical symptoms show some differ¬ ences between primary and secondary hyperpro¬ lactinaemia (Table 6 ). Amenorrhoea and galact- (Table 5 ).
Discussion
Our study demonstrates that a remarkable part (31.6%) of the sellar lesions caused a secondary hyperprolactinaemia. The occurrence and rates of the alterations correspond well with a com¬ parable study (Horvath & Kovacs 1982) . There the higher rate of primary hyperprolactinaemia mainly depends on an elevated upper normal limit of Prl levels (20 µg/l for both sexes). (Riedel et al. 1985a) probably because the most of GH-and Prl-positive adeno¬ mas induce an acromegaly as the leading clinical hyperfunction.
GH was more freqently demonstrable in prolac¬ tinomas than in Prl-negative adenomas ( Table 2 ). The high coincidence of both hormones in pitu¬ itary tumours was often shown and leads to a current description of different morphological variants (Horvath & Kovacs 1982; Asa et al. 1984) . Whereas TSH, ACTH, and FSH occurred in less than 10% (a similar rate as in adenomas with acromegaly: Riedel et al. 1985a ), LH was found in a higher frequency in both tumour groups (but we did not verify the specifity of our anti-LH and its reaction with alpha-subunit ourselves).
The morphological analysis of the pituitary adenomas revealed a broad spectrum of diagnoses (Table 3) . Small-cell (Saeger 1981) than is used by others (Kovacs et al. 1980; Asa et al. 1984 (v. Werder 1985) .
In cases with secondary hyperprolactinaemia females revealed higher Prl levels than males in our series, but a value of 130 µg/I was not ex¬ ceeded. Others found maximal levels of Prl up to 150 µg/l in these cases (Kapcala et al. 1980; Lundberg et al. 1981; Randall et al. 1982) . How¬ ever, Prl levels above this limit indicate a prolac¬ tinoma with a high probability (v. Werder 1985) .
In sellar lesions with Prl levels below 130 µg/l the secondary forms had a higher incidence (68%) in our patients than the primary ones (32% (Horvath & Kovacs 1982; v. Werder 1985) .
Whereas prolactinomas were more often found in females than in males (Hardy 1983; (Randall et al. 1983; v. Werder 1985) and decreased distinctly with an increase of age in women (Riedel et al. 1985b ). Although there is no correlation to the levels of Prl in our study the frequency of ga¬ lactorrhoea increased significantly with the dura¬ tion of hyperprolactinaemia (Riedel et al. 1985b 
